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TEE guidance. TEE may also be beneficial for reducing the
risk of paraplegia.
Although the priority of CT assessment in acute aortic dis-
section is not in dispute, TEE may be a useful adjunct to
overcome its limitations.
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Brief CommunicationsAortoesophageal fistula associated with a Kommerell diverticulum
and right-sided aortic arch
Karl G. Reyes, MD,a Inderjit S. Gill, MD,a Thomas Temes, MD,a and Noreen C. Griffin, CNP,b Cleveland, OhioAortoesophageal fistula (AEF) is rare and often fatal compli-
cation of vehicular trauma. In the past, it has also been re-
ported in the presence of congenital arch anomalies. We
report here a case of traumatic AEF in a patient with both
a right-sided aortic arch and a Kommerell diverticulum,
the first such in the literature, as well as its successful man-
agement by staged open surgical repair.
CLINICAL SUMMARY
A 26-year-old man was taken to the emergency depart-
ment after a vehicular crash in which he had been the ejected,
unrestrained driver. Injuries noted on admission were pri-
marily intracranial, with a depressed mental status necessi-
tating mechanical ventilation. The patient’s mental status
eventually improved to the point at which he could be
weaned from the ventilator and required only a percutaneous
endoscopic gastrostomy tube for feeding. He was discharged
to a rehabilitation center 3 weeks later.
During the patient’s stay at the rehabilitation center, ap-
proximately 4 weeks after the crash, he had massive gastro-
intestinal bleeding, with bright red blood coming out of his
percutaneous endoscopic gastrostomy tube. The patient was
taken to a nearby hospital, where he was resuscitated and
subsequently taken to the endoscopy suite. On esophagogas-
troscopy, large amounts of blood and blood clots were seen,
but with no identifiable source of bleeding. Because of the
suddenness of the event, the diagnosis of AEF was consid-
ered, and the patient was flown to our institution. On arrival,
the patient had no active bleeding. Diagnostic studies in-
cluded chest radiography, results of which were unremark-
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arch. Chest CT scan (Figure 1) confirmed the presence of
a right-sided aortic arch and descent of the aorta on the right
side of the chest. In addition, there was an aberrant left sub-
clavian artery with an aneurysmal origin, consistent with
a Kommerell diverticulum, and an anteriorly displaced
esophagus that narrowed at the level of the aberrant left sub-
clavian artery. The suspected AEF, however, was not seen
on the CT scan. Esophagogastroscopy was repeated
and this time showed a nonbleeding, pulsating, 0.7-cm ulcer
within the esophagus at 25 cm, corresponding to the level of
the aortic knuckle. The patient was then taken to the operat-
ing room.
En route to the operating room, the patient again had mas-
sive bleeding. A standard left posterolateral thoracotomy
through the fourth interspace was done. The posterior medi-
astinum was exposed, and the preexisting congenital anom-
alies were identified. The esophagus was then mobilized
until an area of adherence between the esophagus and aorta
was found, at the level of the distal aortic arch and very close
to the Kommerell diverticulum. Pledgeted sutures were then
passed and tied down in this area. Intraoperative esophago-
scopy confirmed the cessation of bleeding. At this point, al-
though hemostasis had been achieved, the patient had
hypothermia and severe acidosis. It was therefore decided
that the esophageal injury would be managed later, and the
patient was taken to the intensive care unit. The patient’s
postoperative course went remarkably well, and he was re-
turned to the operating room on the 6th postoperative day.
Before reopening of the thoracotomy, esophagogastroscopy
was performed at the operating room, and the previously
identified lesion was once again seen, as was pledget mate-
rial that appeared to be present within the lesion. The left
posterolateral thoracotomy was subsequently reopened.
The esophagus was mobilized, and the fistula was excised
with a small disk of esophagus left attached. The esophageal
defect was then repaired primarily, and a nasogastric tube
was inserted in position adjacent to the repair. On the aortic
side, the polytetrafluoroethylene pledgets were removed andardiovascular Surgery c Volume 136, Number 4 1091
Brief Communicationsreplaced with autologous pericardial pledgets to decrease the
risk of potential infection. A third intercostal muscle flap
was then interposed between the repairs. This concluded
the second stage of the operation.
The patient’s postoperative course was unremarkable.
He was extubated the day after his second operation.
His mental status remained essentially unchanged from
admission, and 11 days after the second operation, he
was discharged to the rehabilitation facility.
The patient was seen again 10 days later for outpatient fol-
low-up. He appeared to have recovered well from his sur-
gery, and another CT scan showed no evidence of
disruption of either repair. Subsequent follow-up calls dur-
ing the next couple of months yielded positive reports,
with the patient continuing to recover neurologically. His
percutaneous endoscopic gastrostomy tube was eventually
removed, and he was eventually able to tolerate a normal
diet. There have been no further episodes of gastrointestinal
bleeding. It is now 5 years since the crash. The patient is
alive and well, fully functional, and seeking employment.
DISCUSSION
AEF was first described by Dubrueil1 in 1818 after a sol-
dier swallowed a piece of rib, which perforated his descend-
ing thoracic aorta and eventually caused his death. Since
then, there have been only a few reported cases in the liter-
ature of AEF secondary to trauma, and only 1 other in a pa-
tient with a right-sided aortic arch.2 Most AEFs reported in
the literature have typically been related to ruptured thoracic
FIGURE 1. CT scan demonstrating right-sided aortic arch and esophagus
narrowed anteriorly at level of aberrant subclavian artery. Kommerell diver-
ticulum is present and can be seen adjacent to left subclavian artery.1092 The Journal of Thoracic and Cardiovascular Suaneurysms. Hollander and colleagues3 described 500 cases
of AEF, and descending thoracic aneurysms accounted for
51% of the cases. Other causes included foreign-body per-
forations, thoracic malignancies, and postoperative compli-
cations; these made up approximately 40% of the cases.
The remaining described cases of AEF were caused by
esophageal reflux, tuberculosis, corrosive esophagitis, con-
genital anomalies, atherosclerotic disease, or instrumenta-
tion. There were only 6 reported cases (1%) of traumatic
AEF in Hollander and colleagues’ series.3
The diagnosis of AEF is often made at clinical presenta-
tion. Survival is rare, because most patients die immediately.
If the patient survives the sentinel bleeding, diagnostic eval-
uation should follow immediately. Emergency endoscopy is
often the initial diagnostic test. In stable patients, other diag-
nostic tests, such as CT scan and aortography, are reasonable
for confirmation. In unstable patients, immediate surgical
management is the only option. The tenets of successful sur-
gical treatment are control of hemorrhage with repair of the
aortic injury and individualized management of the esopha-
gus, depending on patient stability and the underlying
esophageal pathologic condition. The injury to the esopha-
gus varies, from a simple, small perforation that requires pri-
mary repair to a completely destroyed esophagus with
a contaminated thorax and mediastinum that requires esoph-
agectomy and staged reconstruction. Any suture lines man-
date interposition flaps. Broad-spectrum antibiotics are used
to control infection resulting from esophageal leakage into
the chest and mediastinum.
There has been only 1 other case reported in the literature
of AEF in a patient with a congenital right-sided aortic arch,
FIGURE 2. Three-dimensional reconstruction of aortic arch.rgery c October 2008
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sided aortic arch and Kommerell diverticulum. Kommerell
diverticulum (Figure 2) is a saccular aneurysmal dilation at
the origin of an aberrant right or left subclavian artery. It
is a rare anomaly that occurs in association with a double
or left aortic arch and an aberrant right subclavian artery
(0.5% of the population) or with a right aortic arch and an
aberrant left subclavian artery (0.1%). Embryologically, it
represents the persistent distal end of the interrupted fourth
aortic arch, between the carotid and subclavian arteries.4
The question arises as to whether this congenital anomaly in-
creases the likelihood of development of an AEF in response
to disease or disruption. Kommerell diverticulum represents
a likely area of weakening in the aortic wall that can also
compress the esophagus and, in theory, could cause erosion
of the structure into each other, especially when disruption
of adventitial layers has occurred, such as with trauma.Recurrent sarcoma originating from
after extensive thoracic resection
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Sarcoma originating from the pulmonary artery (PA) is
a rare tumor. In 1923, Mandelstamm1 was the first to de-
scribe this disease in an autopsy. Since then, fewer than
200 cases overall have been reported. Because of its rarity
and insidious growth characteristics, PA sarcoma is often
mistaken for pulmonary embolism, leading to inappropriate
therapy such as prolonged anticoagulation or thrombolysis.2
Prognosis is usually poor with a median survival of ap-
proximately 12 months with surgical resection of the tumor
and 1.5 months without surgical resection of the tumor. Sev-
eral reports have shown that chemotherapy and radiotherapy
may lead to prolonged survival. Only a few cases of com-
plete remission after radical surgical resection have been re-
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The Journal of Thoracic and CaIn summary, long-term survival can be achieved with
early diagnosis and prompt surgical management of AEF.
Because this condition presents in a catastrophic manner,
younger and healthier patients are more likely to have better
outcomes. In our case, the patient’s young age and the rela-
tively small size of his AEF, as well as prompt diagnosis and
surgical treatment, proved the ultimate determinants of suc-
cess and are why he remains alive to this day.
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We report the case of a 48-year-old female patient with
recurrent sarcoma of the main PA mimicking fulminant
PA embolism 6 years after extensive resection of the pri-
mary tumor.
CLINICAL SUMMARY
A previously healthy 42-year-old patient developed pro-
gressive respiratory distress over a period of several
weeks as the result of pleomorphic sarcoma of the medi-
astinum with infiltration of the left atrium, both pulmo-
nary arteries, the superior vena cava, right main stem
bronchus with total occlusion of the right upper lobe,
and lung parenchymal infiltration. After initial chemother-
apy, surgical resection was performed, including right
pneumectomy, resection of the PA bifurcation, and partial
resection of the left atrium. The left atrium was patched
with pericardial tissue, and the PA was reestablished in
an end-to-end technique.
Because of perioperative acute pulmonary embolism, oral
anticoagulation was initiated. The patient recovered with
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